Required Information 
Name of Employee: 


Employee Address (Street, City, State, and Zip Code): 


Employee Phone Number: 

Employee E-mail Address: 

Date of Birth: 

SSN: 

Hire Date: 

State of Hire (Where is your facility located): 
Sex: 

Job Title: 

Average Weekly Wages: 

Did they receive full pay for day of injury? 
Any days or time missed from work because of injury? 
Date of injury: 

Time Employee began work on day of injury: 
Time of occurrence: 

Date and time employer was notified: 

Type of injury / illness: 

Part of body affected: 

Location where incident occurred: 


Equipment, materials, or chemicals employee was using when incident occurred: 


Specific activity/ work process employee engaged in when incident occurred: 


Describe sequence of events and include any objects or substances that directly injured the employee or 
made the employee ill: 


Date return(ed) to work: 


Were safeguards or safety equipment provided? Were they used? 


Facility Name in which you sought medical attention at: 


Facility Address: 


Facility Phone Number: 


